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Oculomotor nerve palsy in invasive intracranial aspergillosis
Figure 1. A Contrast-enhanced computed tomography scan of the brain demonstrating abnormal contrast enhancement of the maxillary sinus, cavernous sinus, and superior
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jou r nal h o mep ag e: w ww .e lsev ier . co m / loc ate / i j idorbital apex on the axial image (red arrow). Axial T2-weighted contrast-enhanced magnetic resonance imaging of the brain showing abnormal contrast enhancement of the
maxillary sinus, cavernous sinus, and superior orbital apex, with skull base bony destruction (red–white arrow). (B) Photomicrograph revealing a fungal ball with numerous
branching hyphae (hematoxylin–eosin stain, 100, red arrow) and characteristic septate fungal hyphae of an Aspergillus species, and hyphae branching dichotomously at a
45-degree angle (hematoxylin–eosin stain, 400, red–white arrow).
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license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Medical Imagery / International Journal of Infectious Diseases 51 (2016) 103–104104The patient was a 70-year-old diabetic Taiwanese woman, with
a past medical history of otitis media status post surgery
performed 2 years prior. She presented to the emergency
department with a progression of headache, double vision, and
ptosis of the right eye occurring over the course of 1 month,
following an inability to perform lateral gaze. A neurological
examination demonstrated palsy of intracranial nerves III, IV, and
IV of the right eye. A computed tomography scan and magnetic
resonance imaging of the brain showed abnormal contrast
enhancement of the right maxillary sinus, cavernous sinus, and
superior orbital apex, along with skull base bony destruction
(Figure 1A). A biopsy of the right paranasal sinus was performed by
endoscopic sinus surgery, and photomicrographs revealed a fungal
ball with numerous characteristic septate fungal hyphae of
an Aspergillus species and hyphae branched dichotomously at a
45-degree angle (Figure 1B). Treatment with intravenous ampho-
tericin B (50 mg daily) was prescribed for 1 week; this was then
changed to voriconazole (200 mg twice daily) for 6 months, in the
outpatient department.
Invasive aspergillosis has been shown to occur in 10.7% of
patients with acute myeloid leukemia receiving induction chemo-
therapy.1 Invasive aspergillosis of the intracranial nerve system is a
difﬁcult diagnostic challenge and has a high mortality rate,
especially in those in an immunocompromised condition. Sinusitis,
vascular narrowing or obstruction, and bony destruction are
radiological signs of invasive fungal infection. A deﬁnite diagnosis
of aspergillosis is based on the histopathological characteristics of
the tissue involved demonstrating a fungal ball with aggregates of
spores and hyphae with 45-degree branching.2–4 Surgical resection
of the focal lesion remains the cornerstone of management,
followed by systemic antifungal medications.4,5
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